Abstract Substance use disorder is known to adversely affect both the user as well as his or her family members. A consequence of chemical dependence on family members is codependence. Co-dependence is associated with an excessive focus on the needs and behaviors of the person with substance use disorder. Most studies in the field of drug-related problems in Iran have focused on the substance user, while few studies have been carried out on the family members. A qualitative case study approach was employed to explore characteristics of codependence among wives of persons with substance use disorder in Iran where substance use disorder is a notable social harm. Purposive snowball sampling technique was used to identify 11 Iranian wives of individuals with substance use disorder. The data were collected through in-depth, face-to-face interviews, non-participation observation, and document analysis. Data
significantly higher incidents of domestic violence (Jalali et al. 2008 ) as compared to the wives of persons without substance use disorder.
Co-dependence
In the field of addiction counselling and psychotherapy in the United States, the model of co-dependence is one of the most commonly used models in working with family members of persons with substance use disorder, despite limited research on the model (Dear and Roberts 2005) . The concept of co-dependence emerged in the late seventies from the field of chemical dependency while working with family members of alcoholics. Since its inception, co-dependence has been conceptualized as an exaggerated dependence on people or things outside the self (Wegscheider-Cruse 1985) , a personality disorder (Cermark 1986 ), a dysfunctional relational pattern (Beattie 1987) , or a treatable disease of lost selfhood (Whitfield 1991) .
Nowadays, the concept of co-dependence is not limited to family members of persons with substance use disorder. Rather, it has been expanded to include individuals affected by any stressful or dysfunctional family of origin experience, which predisposes those individuals to forming dysfunctional care-taking relationships with addictive, exploitative, or obsessive individuals in their later lives (Schaef 1992) .
Based on the existing literature, wives of persons with substance use disorder are codependent (Beattie 1987; Cermark 1986; Sabater 2006; Wegscheider-Cruse 1985; Whitfield 1991; Zaidi 2015) . According to the co-dependence model, although it is the co-dependent's partner who struggles with substance use disorder, the co-dependent person is believed to develop an addiction to his or her partner's substance use and will, therefore, frequently attempt to control it (Peled and Sacks 2008) .
Based on the different definitions of co-dependence, there are also a variety of characteristics linked to the concept. Nevertheless, many of these classifications overlap with each other. Cermark (1986) suggested a set of indicators of co-dependence: Obtaining one's selfesteem from the reactions and feelings of other people, sacrificing one's own well-being for the welfare of others, establishing interpersonal relationships with persons that most people try to avoid, and associated mood disorders such as anxiety, substance use, and health problems. Beattie (1987) further presented a detailed list of traits of co-dependence such as personal boundary disorders, low self-worth, ignoring internal life, feeling shame and emptiness, and controlling behaviors.
Other studies have also proposed a set of characteristics of co-dependent individuals. Dear et al. (2004) reviewed 11 definitions of co-dependence that were most often cited in the literature and subsequently conducted a systematic thematic analysis of them. The authors recognized four basic ingredients in those definitions: External focusing, self-sacrificing, interpersonal control, and emotional suppression. The findings of another study (Rusnáková 2014 ) demonstrated six phases of co-dependence, namely denial, anger, rescuing, sadness, hatred and reconciliation.
Previous studies have shown that higher levels of co-dependence are related to depression (Cullen and Carr 1999; Hawkins and Hawkins 2014; Marks et al. 2012; Martsolf et al. 2000) , anxiety, hostility, and paranoid-ideation (Harkness et al. 2007 ). Co-dependence was also connected to lower interpersonal satisfaction (Zaidi 2015) , greater dysfunction in intimate relationships (Cullen and Carr 1999) , lower self-esteem (Marks et al. 2012; Wells et al. 1999 , more attachment-related anxiety and family controlling behaviors (Ançel and Kabakçi 2009) , and lower socially desirable masculine and feminine traits (Cowan and Warren 1994; Hawkins and Hawkins 2014) .
The Current Study
The present study was conducted in Tehran, the capital of Iran. Tehran is the largest city in Iran and has a population of 8.5 million (World Population Review 2015) . As mentioned, substance use disorder is considered to be one of the greatest social threats to the country. Official statistics have indicated that the rate of substance use has risen from 2 million in 1998 to 3,700,000 in 2005 (Narenjiha et al. 2005 . Many families in the country suffer from the consequences of substance use disorder.
As the majority of Iranian persons with substance use disorder are married men (Narenjiha et al. 2005) , many female spouses suffer from the consequences of their husbands' substance use which include co-dependence (Ajri and Sabran 2011) . Nevertheless, limited research exists on co-dependence among spouses of people with substance use disorder. The current study thus aimed to explore the characteristics of co-dependence among wives of persons with substance use disorder in Iran. While the aim of this study was to extend the model of codependence by exploring its relevance in an understudied non-Western country like Iran, the findings might also help addiction counselors and other mental health professionals acquire a better understanding about the traits of co-dependent wives of persons with substance use disorder.
Method
The present study employed a qualitative case study design to answer the following question: What are the characteristics of co-dependence among wives of persons with substance use disorder in Iran? Among the different traditions of qualitative research, a case study approach was deemed appropriate to facilitate in-depth study of a purposively selected sample of wives of men with substance use disorder (Merriam 2009 ).
Study Participants
For recruitment of study participants, a snowball sampling strategy was used with an emphasis on finding information-rich cases (Berg 2004; Creswell 2007) . The participants were selected from several Nar-Anon 12-step self-help groups in Tehran. The 12-step program of Nar-Anon is a worldwide fellowship for those affected by substance use disorder. The Nar-Anon program of recovery is adapted from Narcotics Anonymous (NA). Generally, 12-step self-help programs refer to any group that utilizes the original 12 steps and 12 traditions of Alcoholics Anonymous (AA). The 12-step programs are nonprofessional, voluntary, and self-directed group meetings that employ peer support to improve recovery for persons with substance use disorder and their families (Adams 2008; Pickard et al. 2013) .
Nar-Anon family groups are widespread in Iran and have approximately 25,000 members from throughout the country. Close to 100 meetings are held in Tehran per week. Each meeting lasts about 90 minutes (Nar-Anon, n.d.). Because of the pervasiveness of Nar-Anon meetings in Iran, the program provides a rich source of participants for studies on family members of persons with substance use disorder.
To be included in the study, participants had to have been married to husbands with a substance use disorder for at least five years and living with their spouses at the time of the study. For selecting the sample, the main researcher participated in 10 Nar-Anon meetings in different parts of Tehran. At the end of each meeting, the researcher shared the goals of the study and criteria for inclusion in the study, while subsequently inviting attendees to participate. Initially, two of the members who met the criteria were interviewed. After conducting these initial interviews, the researcher then asked the interviewees to introduce the researcher to others who met the criteria of the study. They introduced some of their friends, and this process continued until saturation point was reached after 11 interviews were conducted. Data saturation involves bringing new respondents continually into the study until the data set is complete, as specified by data replication or redundancy (Ary et al. 2008; Bowen 2008; Merriam 2009 ).
All of the participants were Iranian wives of men with substance use disorder, ranging in age from 29 to 54, and having a mean age of 39.7 years at the time of the interviews. Length of marriage among the participants and their husbands ranged from 7 to 30 years. All participants had at least a high school degree. One of the participants was a university graduate, and another wife was a university student at the time of the study.
Data Collection
Multiple sources of data were collected to answer the research question. The main source of data was one-on-one interviews using a semi-structured interview guide (Lichtman 2013) . The interview guide was developed based on literature review and discussions with experts in the field of co-dependence and addiction counseling. Each interview lasted one to two hours and was audio-taped. Non-participatory observations and documents were also included as data (Ary et al. 2008) . For the non-participatory observations, the researcher participated in NarAnon meetings in Tehran on a regular basis (two meetings per week) for five months. Each meeting lasted 90 minutes. During observation, the researcher focused on the experiences of the members regarding their description of the feelings, thoughts and behavioral patterns of codependence. The researcher also collected personal diaries of some of the participants.
For ensuring ethical integrity, a written informed consent form was obtained from each participant before the main interview. Furthermore, full effort and careful attention were considered to preserve the respondents' anonymity such as using pseudonyms and keeping the audio-tapes in a secure place.
Data Analysis
Data was analyzed manually using the constant comparative method (Glaser and Strauss 1967; Merriam 2009 ). Microsoft Word was used for managing the data. Data analysis started with the first interview. After transcribing, reading and getting familiar with the data, the coding process commenced. Keeping the research question in mind, the researcher went through the whole transcript and coded the data. Whenever needed, memos were written to collate all relevant thoughts and ideas as they emerged. At the end of the coding process for the first transcript, categories were constructed by grouping similar codes together. Afterwards, the same process was repeated with the next set of data. Then, the second list was compared with the first list to establish a primitive sketch or classification system, which pointed out the recurring patterns in the study. These patterns were used to construct themes. The process continued with the other transcripts. When additional data collection and analysis did not reveal any new findings in relation to the emerging themes, sampling was concluded (HesseBiber and Leavy 2006).
Trustworthiness
For ensuring credibility of the study findings, triangulation, member checks, researcher's position or reflexivity, and peer examination were used. For triangulation, cross-checking of information was used; multiple methods of data collection and different sources of data were utilized. Furthermore, several experts were involved in the research to review the analysis and emerging findings (Hesse-Biber and Leavy 2006). To conduct member checks, a copy of the transcripts-and later, emerging findings-were sent to the participants to get their feedback (Creswell 2007) .
Throughout the study, the main researcher attempted to maintain an awareness of her biases, dispositions, and assumptions in order to understand how her values and expectations were influencing the conduct and conclusions of the study (Maxwell 2005) . From the early stages of the study, the authors and two additional experts in the field of co-dependence in Iran were consulted about the design and execution of the research. Strategies used to enhance consistency or reliability included audit trail, triangulation, investigator's position, and peer examination. The main researcher kept a journal for writing memos throughout the study (Merriam 2009 ). For enhancing transferability or external validity, rich and detailed description about the study context was provided.
Findings
The findings of the study illustrated five main characteristics of co-dependence consisting of: (1) Denial, (2) Enabling Behavior, (3) Low self-worth, (4) Enmeshed Self, and (5) Weak Spiritual Relationship with God (See Table 1 ). The characteristics derived from the analysis are not presented in any hierarchical order. 
Denial
Denial was experienced as ignoring or underestimating the problem of husbands' substance use disorder or participants' own problem of co-dependence. This characteristic of denial was further divided into two sub-characteristics: Bdenying husband's substance use disorder^and Bdenying her own co-dependence.D enying Husband's Substance Use Disorder All of the participants reported being in denial about their husbands' substance use disorder to some degree, at least in the initial stage of their husbands' substance use. Some of them refused to believe that their husbands had this problem as they were afraid of the consequences. Some of the participants preferred to ignore the problem and pretend that everything was fine. Sarah, for example, had many difficulties with her mother-in-low while living with her husband's family in the early years of her marriage. When her husband secured a good job and was able to rent a home separate from his family of origin, Sarah preferred to ignore her husband's substance use. She stated:
At the beginning of our marriage, my husband started to use drugs after a car accident to decrease his pain. I thought maybe he needed to use the drugs for a while and he could quit it easily when he got better, but he never could get sober. I didn't want to accept the fact that he was an addict at the beginning.… I tended to ignore his addiction especially when he got a good job and we could rent a house separate from his family. You know, I deceived myself that occasional usage of drugs wouldn't make any serious problem in our life.
Mahin and Sima were aware of their husbands' substance use disorder even before their marriage, but they decided to marry anyway as they did not take the problem seriously. In addition to interview data, observation field notes from the Nar-Anon groups showed that denial was one of the important features of co-dependence among the wives. In one of the Nar-Anon meetings, a member shared that she hated persons with substance use disorder and even individuals who smoke. Nevertheless, when her boyfriend -who often smoked and occasionally used drugs-proposed to her, she married him anyway. Further, she even hid his drug use from her family of origin before their marriage. She thought that she would be able to convince her husband to quit using drugs after their marriage.
Denying Her Own Co-dependence In addition to denying their husbands' substance use disorder, all of the participants acknowledged being in denial about their own role in the problem including their enabling behaviors and unhealthy reactions to their husbands' substance use. The wives usually condemned their husbands for their substance use and acknowledged the husbands' responsibility for the difficulties faced by their families as a result. Mahsa, who was very angry with her husband because of his substance use disorder, always belittled him and even wished for his death. She shared, I thought if he would die one day, all of my misery in life and the problems would disappear quickly.... Actually, I had no idea about my own disease that was very active at that time. My disease was unhealthy dependency.
While talking about her co-dependence, Bita pointed out, BI often was restless and reacted crazily to everything. Actually, I was as sick as my husband. I just did not use substances.^As the participants could not recognize their own contribution to the problem, they often described themselves as victims. Shiva shared, Bbefore working on my recovery, I always pitied myself. I thought no one could understand me because no one had a similar problem as mine.^She stated that she was unable to be grateful for the blessings in her life because of her inability to see anything in a positive manner.
Enabling Behavior
In this study, enabling behavior refers to any behaviour enacted by the study participants to control, help or support their husbands' substance use disorder. The theme of enabling behavior was further broken down into two sub-themes, Bcontrolling^and Bunhealthy support.Ĉ ontrolling All of the participants reported that they adopted different behaviors to control their husbands' substance use disorder. Fighting, begging, advising, hitting, searching for the husband's drugs, tailing the husband to see where he goes and what he does, and controlling the dosage of his substance use were some examples of enabling behaviors reported by the participants. Rahele started to fight with her husband when his substance use disorder became serious. She said:
Our home was like a scene of war every day. I wanted to persuade my husband to get sober, but it didn't work at all. The only result was getting far away from my husband feeling alone and hopeless. Unfortunately, I did serious damage to my children because of those useless fights.
In addition to fighting with her husband, Maryam tailed her husband to check where he went and what he did outside the home. She intended to catch her husband while he was buying or using substances to prove that he had a substance use disorder. She explained other ways of controlling her husband, When my husband finally accepted that he was a drug addict, I asked him to use drugs at home as I thought I could control and diminish his drug use in this way and prevent him from buying drugs for his friends and co-workers. But unfortunately, his drug use increased because he used drugs easily at home and also at his workplace with his friends.
As claimed by most of the participants, their controlling behaviors did not work. Rather, their attempts at controlling the husbands' behaviors often made the situation worse and gave their husbands an excuse to use more drugs.
Unhealthy Support All of the participants admitted that they had unhealthily supported their husbands. Unhealthy support refers to those efforts made by the wives that prevented their husbands from facing the consequences of their destructive behaviors. As reported by the participants, unhealthy support was usually counterproductive and gave their husbands more excuses to use drugs.
Some examples of unhealthy support consisted of giving money to the husband, taking responsibility for the husband's neglected chores and duties, lying and making excuses to others to justify the husband's destructive behaviors, and nursing the husband when he intended to get sober. Mahsa described some of her unhealthy supportive behaviors:
My husband used to give me money for buying groceries. I saved some part of that money for a rainy day. When my husband spent all of his money, he demanded money from me for buying his drugs. In spite of my reluctance, I gave him the money I had saved.
Azar borrowed money from her uncle in order to check her husband into a hospital to get sober. Her husband stayed sober for only three days after being discharged. Azar stated:
I hopelessly helped my husband to get sober many times, but he never stayed sober more than a week. Um... actually, my efforts were unsuccessful because he didn't really want to quit his substances. In spite of observing this fact, I repeated my futile efforts over and over
In her journal, Sarah mentioned some of her unhealthy supportive behaviors such as borrowing money from her family when her husband put pressure on her to do so, and talking to her husband's boss several times, begging him not to fire her husband. She explained how her unhealthy support made it easier for her husband to continue his substance use.
Low Self-Worth
In-depth interviews, observations and documents indicated that low self-worth was one of the main characteristics of co-dependence among the wives. The theme of low selfworth was further broken down into two sub-themes: Bnot perceiving herself as a worthwhile person^and Bseeking others' approval.N ot Perceiving Herself as a Worthwhile Person Participants usually felt that they were not valuable and worthy individuals. They often did not trust themselves and their own values. They took things personally and blamed themselves for others' mistakes. The majority of participants felt guilty about their husbands' substance use and assumed that if they were competent wives, their husbands would not be dependent on substances or could get sober faster. Azar said that she was Bunlucky^because right after she was born, her grandfather passed away, forcing her parents to sell their house due to her father's bankruptcy. According to her account, she was often belittled and condemned by her mother. As a result, Azar felt that she was not lovable and worthy. After becoming aware of her husband's drug use, she felt guilty. Azar thought that maybe she had brought her husband bad luck. She said, Bwhen my husband's substance use disorder got worse, I suggested to him several times to divorce me and marry another woman. I told him that maybe your new wife would be auspicious for you and you could get sober.T he wives expressed many indicators of low self-worth. In doing so, they often neglected their own needs including their mental and physical health. Maryam stated:
I always cried and was overwhelmed with my problems. ... I forget myself almost totally. I lost my appetite, and lost weight in a way that others thought I got addicted like my husband. I was brought to the hospital three times because of stomach bleeding ... . I remember that once I tolerated my teeth-pain for three days and I didn't go to the dentist as I thought it was better to save that money for the family's needs. Shakiba wrote about her feelings before she got involved with Nar-Anon and started working on her recovery. She mentioned that she was the last person in her life and paid more attention to the needs of her husband and children than her own.
Seeking Others' Approval Due to their low self-worth, the participants often looked outside themselves to feel valued and respected. In this way, the co-dependent wives became dependent on gaining others' approval. Mahin remarked that her approval-seeking behaviors were rooted in her childhood. She remembers, I was addicted to others' approval. In fact, getting the approval of others was my drug. I got satisfied by taking others' responsibilities since I was a child. … My parents loved me because I always was eager to help them and make them happy. Opposite to my siblings, I did not enjoy my childhood at all. I continued this behavior in my marriage. I used to do all of the household responsibilities alone as I wanted to get my husband's approval.
Excessive need of gaining others' approval caused Shiva to become obsessed about her behavior. She often found herself behaving in a way in which all of the people around her would approve. Naturally, it was not easy to please so many people, and she realized that it consumed a lot of her energy. Shiva explained, I was like a chameleon. I adjusted myself and my behaviors to suit different situations and people to receive others' approval. Um... you know, I wanted to hide my husband's substance use disorder and pretend everything was perfect in my life as I was very afraid of others' judgement. Sometimes, I got so tired and frustrated that I wished I could go somewhere that there was not any person there.
Besides feeling worthless and being preoccupied with the approval of others, the participants also lacked an independent and strong identity. The next theme discusses the enmeshed self, another characteristic of co-dependence.
Enmeshed Self
The enmeshed self refers to the lack of an independent and differentiated self and the participants' weak boundaries with others. Two sub-themes further elaborate the theme of enmeshed self: Bundifferentiated self^and Benmeshed boundaries with others.Û ndifferentiated Self The majority of the participants expressed that they did not know themselves and their own values, nor did they have strong convictions about important issues in their life. For instance, Sarah did not have any clear criteria or priorities regarding choosing a prospective husband. She married a man whom she barely knew:
When my husband's family came to our home to propose me for their son, I did not have any idea about marriage or any criteria for choosing my prospective husband. I assumed that I had to marry someone as it was a part of every one's life and nothing more! So, when my family accepted their proposal, I also agreed to marry my husband without asking any important questions or discussing any serious issues with him.
Furthermore, many of the wives confirmed that they did not have any goal or purpose in their lives. Mahsa explained, BI did not have any orientation in my life. I lived my life in the way that my family and others around me used to live.Ô ne of the Nar-Anon meeting participants shared that before working on her recovery in Nar-Anon, she was not aware of her own needs or interests. She recalled that if someone asked her what her husband's or her children's favourite foods were, she could easily answer. But if someone asked her about her own favourite food or colour, she did not know what to say. As the participants did not have a differentiated self, they usually had difficulty setting healthy boundaries in their relationships with others.
Enmeshed Boundaries with Others The sub-theme of enmeshed boundaries refers to the inability of the study participants to set flexible and healthy boundaries with others. The wives were deeply fused with their husbands in particular, which greatly affected their lives. Mahin stated that her excessive anxiety essentially paralyzed her. She stated, BI could not enjoy ceremonies or trips as I was always obsessed about my husband's substance use disorder. I even could not operate normally in my everyday life.^Mahsa also shared her experience of enmeshment with her husband. She asserted, I was the reflection of his existence. … Whatever he did, I did as well. He denied his addiction; I denied it too. You know, even my mood changed when his mood changed. If he was glad, I felt happy and when he was disappointed, I got upset.
Although some of the wives tried to set some determined boundaries when they encountered harmful behaviours by their husbands, they were often unable to maintain the boundaries. For example, Shakiba became worried when her husband started to use drugs at home and strongly opposed the behavior. Initially, her husband relented. But later, he began to justify his behaviour, again promising to quit shortly thereafter. This weakened Shakiba's resolve and she ended up allowing him to use drugs at home despite her concern about the impact on their sons.
Weak Spiritual Relationship with God
Almost all of the participants reported a lack of deep and meaningful spiritual relationship in their lives. This finding was captured according to the following two sub-themes: Bsuperficial relationship with God^and Bblaming God for problems in life.Ŝ uperficial Relationship with God Most of the participants reported that their relationship with God was superficial and shallow. Some of the wives used to pray regularly and practice their Islamic rituals, but they reported being unaware of the deeper meaning behind their prayers. Their relationship with God was mostly limited to asking God to solve their problems.
Bita had prayed since she was a teenager. She mentioned that her prayers became more of a rote task that she did habitually. She remembered, BI prayed parrot-like. I did not concentrate on what I was saying, and I did not know the deeper meaning of my prayers.^When her husband used substances, Bita started to pray for long hours and ask God to cure her husband. She asserted, My relationship with God was like a trade. I sat on my prayer rug at nights for hours, cried, prayed and begged God to answer my prayers. I wanted to show him that I was an obedient creature so that he pitied me and answered my requests. I got a little calmer after my prayers for a short time, but when I faced my husband's destructive behaviors again, I rapidly got stressful, angry and nervous. I was usually confused about why God did not hear my voice.
Most of the participants claimed that they were afraid of God rather than feeling love for or from Him. Rahele asserted that she used to pray because she was afraid of God's punishment after her death. Two of the participants denied the existence of God altogether, but also admitted feeling worried and confused about what would happen to them if there was a God. The participants' relationship with God was mostly based on fear and confusion, resulting in a transactional relationship. Furthermore, the majority of participants blamed God for their problems.
Blaming God for Problems in Life Many of the participants blamed God for their problems. Some of them believed that God was unjust and had abandoned them and their families. They thought that if God paid more attention to them, they would not be experiencing such obstacles in their lives. For instance, Mahin grew up in a poor family, believing that God did not consider her family at all. She asserted, I always thought God was not just. My father was a very hardworking person, but we were always in financial crisis. … If God was a just God, why did he not help my father to overcome his problems? Couldn't he see my family was suffering? Where was he at those moments?
After her marriage and the disastrous consequences of her husband's substance use disorder, Mahin's beliefs about God's injustice became stronger. Maryam also blamed God for her husband's substance use disorder. She pointed out, BI was always fighting with God in my mind. I asked him several times: Why me? Why you brought this misery in my life?^She added, I actually thought God was bothering me by my husband's addiction. I believed it was unfair because I was not a bad or cruel person and I had not bothered anyone in my life. So I wondered why God brought such a big disaster in my life. Unfortunately, I couldn't find any answer to my questions.
Moreover, some of the participants assumed that God was punishing them for their sins through their husbands' substance use disorder. In sum, the participants perceived their relationship with God as mostly superficial and transactional, rather than deeply spiritual. Few perceived the substance use of their husbands as an experience facilitating personal growth, or as a means for deepening their relationship with God.
Discussion
The results of the study revealed five main characteristics of co-dependence: Denial, enabling behavior, low self-worth, enmeshed self, weak spiritual relationship with God. The findings contribute to the understanding of co-dependence among wives of persons with substance use disorder in Iran, which few studies have attempted to address. Most of the characteristics of codependence in the current study are similar to the those mentioned in previous studies, the majority of which have been carried out in Western countries (Beattie 1987; Cermark 1986; Schaef 1992; Whitfield 1991) .
The theme of enabling in this study was in accordance with the notion of enabling as presented by Rotunda and Doman (2001) and others (Myers and Salt 2000; Rotunda et al. 2004; Velleman et al. 1993; Wiseman 1980) . The descriptions of enabling as experienced by the participants in the current study provide further insight about the motivations and psychological factors contributing to the enabling behaviors of co-dependent wives. By viewing their enabling behaviors as interconnected characteristics of co-dependence, the findings underscore that control and unhealthy support among the wives toward their husbands were rooted in, and connected to, other traits of co-dependence such as low self-worth and enmeshed self. For example, because the wives were 'people-pleasers' and constantly sought others' approval, they usually hid their husbands' substance use or told lies to cover up their husbands' behaviors. In this way, they indirectly helped their husbands avoid the consequences of their own harmful behaviors.
The theme of enmeshed self validated the linkage between the notion of differentiation of self in Bowen's family systems theory and the concept of co-dependence (Chang 2012; Douglass 2009; Prest and Protinsky 1993; Pryor and Haber 1992; Reyome et al. 2010; Scaturo et al. 2000) . The finding evidenced the efficacy of Bowen's family systems theory to explain the characteristics of co-dependents in an Iranian sample. Generally, the characteristics of co-dependence among the wives in the current study were aligned with the characteristics of co-dependence as put forth by Beattie (1987) ; Whitfield (1991) and also some of the traits of co-dependence found in previous studies (Hughes-Hammer et al. 1998; Marks et al. 2012; Martsolf et al. 2000; Richter et al. 2000) .
Weak spiritual relationship with God was the one characteristic of co-dependence among participants of this study that has received little attention in the literature on co-dependence. It is believed that co-dependence is fundamentally about disordered relationships (Whitfield 1991) . Therefore, it can be expected that the spiritual relationship of co-dependence with a higher power might mirror the type of dysfunctional relationships with other people. The findings showed that the respondents usually blamed God for their problems. Because of being in denial about their co-dependence and their own contribution to their problems, the wives tended to project their problems on others. Beattie (1987) mentioned that co-dependents usually lose their faith and trust in God. Considering spirituality as a characteristic of codependent people may provide a broader picture of co-dependents' traits especially among more religious or spiritually-inclined populations.
The study was not without limitations. Because of the nature of qualitative research design, the present study relies heavily on the wives of persons with substance use disorder as the primary source of data. The data consisted of participants' experiences, thoughts and perceptions. Therefore, the opinions and experiences of the respondents are dependent on the way the wives experienced and observed the events. Factors like cultural beliefs, access to resources, role definitions and education may have also affected the opinions of the participants. Furthermore, the stage of husband's substance use disorder in terms of being an active chemical dependent or being in the process of recovery was not considered in selecting the participants of the study. Another limitation of the study was the small sample size. Snowballing has limitations as it is conducted through personal networks, therefore increasing the possibility that issues of confidentially may arise. Furthermore, snowballing does not represent persons outside the snowballed group. The participants were selected from Nar-Anon groups in Tehran and findings might vary for subject pools outside of Tehran or among community populations of women affected by substance use disorder who do not seek support from Nar-Anon.
Conclusion
The findings showed that most of the characteristics found among the sample of wives of persons with substance use disorder in Iran were similar to the characteristics of co-dependence in related studies carried out in other countries. The findings therefore lend support to the notion of co-dependence as a universal phenomenon. The findings also highlight co-dependence as a phenomenon that affects the physical, psychological, social and spiritual well-being of wives. Given its severity, treatment of co-dependence requires greater consideration by Iranian substance use disorder counselling and psychotherapy professionals.
Further studies should be conducted on the characteristics of co-dependence among wives of persons with substance use disorder who do not seek help from Nar-Anon and wives in other regions of Iran, particularly in non-urban areas. Furthermore, exploring the traits of codependence among other family members of persons with substance use disorder such as parents or children, and comparing them with the characteristics of co-dependent wives can be a subject of future studies. Of interest also is the experience of co-dependence among husbands of women with substance use disorder. Moreover, the stages of substance use disorder of the spouses should be considered in future studies on co-dependence among family members.
